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ABSTRACT
Although previous research has identified a relationship between insecure attachment
styles and symptoms of depression and anxiety, evidence regarding the mechanisms of action
driving this relationship has been lacking. Consequently, the current study examined the
mediating role of resilience in the relationship between insecure attachment styles (i.e. anxiousavoidant, anxious-ambivalent, helpless-disorganized and frightened-disorganized) and symptoms
of depression and anxiety. The current study included a sample of 182 participants (i.e., 87 men
and 95 women) who completed six questionnaires that assessed each participants’ relationship
with their caregivers during their childhood, present symptoms of depression and anxiety, and
their resilience. Correlational analyses indicated significant relationships among the variables
being studied. The formation of an insecure attachment during childhood predicted significantly
symptoms of depression and anxiety in adulthood in both men and women. More specifically,
the relationship between anxious-avoidant and anxious-ambivalent with symptoms of depression
was partially mediated by resilience for men. There were no significant mediation for symptoms
of anxiety for me. Within the women population, resilience served as a partial mediator in the
relationship between anxious-ambivalent attachment and depression as well as in the relationship
between frightened-disorganized attachment and anxiety. Such findings suggested that resilience
could act as a protective factor against symptoms of depression and anxiety. These results
demonstrated the importance for promoting resilience, especially for individuals who formed
insecure attachments during childhood. The importance of studying the relationships among
these variables is discussed further.
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INTRODUCTION
A deep, emotional, and enduring bond that connects a caregiver and a child is known as
attachment (Bowlby, 1969). Research has shown that certain attachment styles have a higher
likelihood of being related to psychological symptoms, such as anxiety and depression (Abela,
Hankin, & Kassel, 2005). Previous research also has shown that there is a relationship between
attachment styles and resilience (Galatzer-Levy & Bonanno, 2013). Nonetheless, few studies
have examined the collective relationships among attachment styles, the likelihood of developing
psychological symptoms, and resilience. Knowledge of these relationships could better inform
the use of prevention methods for reducing symptoms of anxiety and depression and promoting
resilience. Consequently, this study will examine the relationship between attachment styles and
symptoms of anxiety and depression while using resilience as a potential mediator variable.
Given the concern that anxiety and depression symptoms have increased over time,
understanding the mechanisms of action that may be promoting such a change is important
(Bandelow & Michaelis, 2015; Twenge, 2015). It is hoped that this study will provide insight in
addressing the underlying mechanism for protective factors that may help to remediate anxiety
and depression symptoms.
Attachment Styles
Attachment is a process that begins at birth. Through different phases, infants develop a
bond with their caregivers (with mothers most often being examined) that can be broadly labeled
as secure or insecure. John Bowlby’s initial research on attachment between mothers and infants
served as the foundation for the attachment system. Bowlby (1969) reformulated and further
explored attachment theory when he wrote Attachment and Loss: Volume 1. He first observed
1

attachment as an innate behavior of animals, specifically non-human primates. Furthermore,
Bowlby characterized attachment by observing that infants exhibit specific behaviors when
separated from their caregivers (Bowlby 1969). Bowlby’s attachment theory described how
significant it is for caregivers (e.g., mothers) to represent a ‘secure base’ from which infants can
explore the world and a ‘safe haven’ to which infants could return after exploration. Another
behavior was proximity maintenance, or how infants maintain proximity to their caregivers as
they explore and cope with the world. Separation distress is another behavior studied by Bowlby,
characterized by infants who become distressed when their caregiver is not visible (Bowlby,
1978). Bowlby also examined how children’s attachment to their own caregivers greatly affected
the child’s future relationships (Bowlby, 1988). To further extend the attachment literature, one
of Bowlby’s students (Mary Ainsworth) studied different patterns of attachment.
Mary Ainsworth was a psychologist who further developed the attachment literature by
identifying different patterns of attachment. She was influenced by John Bowlby’s work and was
specifically invested in the development of mother-infant attachment. Ainsworth and her
colleagues designed a study that assessed mother-infant attachment patterns (Bretherton, 1992).
Ainsworth, Blehar, Waters, and Wall (1978) developed the Strange Situation, a 20-minute
observation session that assessed a young child’s attachment style. This procedure took place in
a laboratory playroom where researchers could observe young children’s behavior upon
separation and reunification with their caregivers. In addition to the child’s behavior when a
stranger walked in the room, the researchers were particularly interested in the separation distress
of each of the young children and their reunification with their mothers. As a result of the
Strange Situation experiment, Ainsworth and her colleagues (1978) developed the classification
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system of attachment patterns: secure, anxious-ambivalent (insecure), and anxious-avoidant
(insecure) (Ainsworth et al., 1978).
A secure attachment was associated with having the best adaptive outcomes and hence
was considered the ideal attachment style. Children with a secure attachment were identified
when they explored freely the playroom while using their caregiver as a secure base and safe
haven. These young children showed signs of distress when separated from their caregivers as
well as when they were greeted by a stranger. Upon reunification with their caregiver, each of
the young children were comforted easily and received affectionate contact from a caregiver
(Ainsworth et al., 1978). Young children who were labeled as having an anxious-ambivalent
attachment showed signs of severe distress (e.g., crying uncontrollably) when separated from
their caregiver. Once reunited with their caregiver, each of these young children were difficult to
console and did not want to engage in play. These children wanted contact with their caregiver
but were not comforted by it (Ainsworth et al., 1978). The third attachment style observed was
anxious-avoidant. Young children with this style of attachment showed minimal concern when
separated from their caregiver and seemed uninterested upon reunion with them. As their
caregiver tried to pick them up, the baby ignored them (Ainsworth et al., 1978). Years later, data
collected by Benoit (2004) showed that a secure attachment occurs in 55% of the general
population, anxious-ambivalent attachment occurs in 8% of the population, and an anxiousavoidant attachment occurs in 23% of the general population (Benoit, 2004).
Mary Main, one of Ainsworth’s students, and Solomon (1986) subsequently described a
fourth attachment style called disorganized/disoriented attachment. Young children who develop
this attachment style seem to be fearful of their caregiver, displaying stunned facial expressions
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and freezing behaviors. These young children exhibited unusual and inconsistent behaviors when
separated and reunited with their caregivers. The inconsistent and rejecting behavior of the
caregivers ultimately led the young children to develop maladaptive outcomes (Main &
Solomon, 1986).
If an insecure attachment (e.g., anxious-ambivalent, anxious-avoidant, or disorganized) is
formed instead of a secure attachment, then young children have a higher likelihood of
experiencing difficulties growing up. When attached insecurely (particularly with a disorganized
attachment), young children have a high probability of experiencing aggressive behavior as well
as developing internalizing and externalizing disorders. More specific to this study, children who
have formed an anxious-ambivalent or anxious-avoidant attachment style have a predisposition
to develop anxiety symptoms. Children with an anxious-ambivalent attachment display severe
separation anxiety when separated from their caregivers and are uncomfortable and anxious
when reunited with their caregivers. Children with an anxious-avoidant attachment show fewer
signs of distress when separated from a caregiver and show little to no attention (e.g., minimal
eye contact) upon reunification with their caregivers (Ainsworth et al., 1978). Other
consequences may include poor peer interactions, unusual behavior in the classroom, aggressive
behaviors, and problems with self-regulation. These types of behaviors are known to persist or
worsen as the child continues to grow (Benoit, 2004).
Attachment and Psychological Symptoms
Secure attachment may protect individuals from exhibiting psychological symptoms. For
example, having a secure attachment style has been associated with having a decreased
likelihood of developing suicidal ideation, depression, and anxiety symptoms (Palitsky, Mota,
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Afifi, Downs, & Sareen, 2013). If an insecure attachment is developed, there is a greater
vulnerability to psychological symptoms. Some of these symptoms may include depression,
anxiety, post-traumatic stress disorder, and eating issues (Mikulincer & Shaver, 2012).
Similarly, other research has supported the strong correlation between insecure attachments and
the probability of presenting with depression, anxiety, or other internalized behavior symptoms.
For example, Carlson and Sroufe (1995) suggested that children with an anxious-ambivalent
attachment have higher levels of anxiety and/or other internalized problems. These children have
a higher probability of experiencing separation anxiety due to chronically worrying about the
availability of their caregivers. Other studies have shown that children with an anxious-avoidant
attachment are more prone to develop social phobias and social anxiety. These children are more
likely to maintain emotional distance from their caregiver (Carlson & Sroufe, 1995). Children
with a disorganized attachment feel unsafe around their caregivers due to their caregivers having
been psychologically unavailable or unpredictable. In this situation, the relationship between the
child and caregiver might undergo role reversal, where the child takes care of the parent. Unlike
a secure attachment, anxious-ambivalent, avoidant and disorganized attachment were associated
most commonly with negative outcomes and thus are seen as maladaptive outcomes for children.
Brumariu and Kerns (2014) continued to suggest that children with disorganized
attachment have a higher likelihood of developing internalizing behavior symptoms (e.g.,
depression, anxiety; Brumariu & Kerns, 2014). In addition, Sroufe and Siegel (2011) suggested
that disorganized attachment predicts dissociative symptoms and Borderline Personality disorder
later on in life. This study also showed that there was a correlation between anxious-avoidant
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attachment and an increase in the prospect of having conduct problems as well as an increased
probability of psychopathological symptoms (Sroufe & Siegel, 2011).
Although research over time has shown that there is a strong correlation between
maladaptive attachment styles and the manifestation of depression and anxiety symptoms, there
is little knowledge about the mechanism that may explain this association. Various research
discusses mediating factors that could amplify the relationship between attachment styles and
psychological symptoms. According to Mikulincer and Shaver (2012), some mediating factors
may include children's temperament, their intelligence, their life history, poverty, physical health
problems, and resilience.
Resilience as a Potential Mediator Between Attachment Styles and Psychological
Symptoms
A child’s sense of safety and their mental stability can be affected when they experience
inconsistent, insensitive, and unreliable interactions with their caregivers. These interactions can
serve as a predisposition for a child to break down psychologically when facing a crisis. The
child’s resilience also would be impacted negatively by the inconsistent interactions and hence
the child would have a harder time coping with stressful life events (Mikulincer & Shaver,
2012). For this study, it was imperative to define resilience. Resilience is the ability to overcome
real experienced adversity or for an individual to use their inner strength and outer resources to
function normatively in the face of trauma, distress, and risk (Levine, 2003).
An extensive body of literature has shown that an association between attachment styles
and resilience does exist. Galatzer-Levy and Bonanno (2013) recognized that there is a pathway
from attachment styles to resilience, a pathway showing that the attachment style formed
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between a child and his or her caregiver affects the resilience of that child later on in life
(Galatzer-Levy & Bonnano, 2013). Furthermore, Bender and Ingram (2018) indicated that this
relationship might be mediated partially by self-efficacy and self-care. They suggested that these
two factors are what connects the four attachment styles and resilience. Their study also showed
that individuals with a secure attachment style were more likely to integrate self-care practices
and have greater beliefs in their own efficacy (Bender & Ingram, 2018). The individuals who
believed and took care of themselves had higher resilience. These findings also were supported
by Atwool’s (2006) study, which showed that securely attached children have greater resilience,
are more likely to trust others, and be confident. As a result of having developed a secure
attachment, these children will have learned how to handle challenging situations, perceive
themselves as worthy, and know how to self-regulate (Atwool, 2006). Siegel (2001) described
such results using a biological perspective and realized that a secure attachment contributes to
the formation of neurocircuits that enable an individual to regulate emotions effectively. Siegel
(2001) also stated that those who have an insecure attachment are at a higher risk of disrupting
the development of their corpus callosum (Siegel, 2001). When comparing securely attached
children with insecurely attached children, the securely attached children were better at
regulating their emotions and dealing with adversity.
Consequently, research showed that insecure attachment styles can increase the
possibility of having depression and anxiety symptoms, due to these individuals not knowing
how to face or deal with adversity. Lee and Hankin (2009) indicated that those who form
insecure attachments will be more prone to develop emotional distress. Specifically, anxiousavoidant and anxious-ambivalent attachment patterns had a significant association with
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depression and anxiety symptoms (Lee & Hankin, 2009). In addition to depression and anxiety
symptoms, research suggested how insecurely attached children are more likely to struggle and
develop lower social skills as well as with lower levels of communication skills. Furthermore,
insecurely attached children frequently become anxious, even when in benign situations. The
more exposure to anxious situations, the higher the likelihood of developing anxiety symptoms
(Warren, Huston, Egeland, & Sroufe, 1997).
Contrarily, a secure attachment will decrease the likelihood of developing depression and
anxiety symptoms. Svanberg (1998) stated how children with a secure attachment have been
given the necessary tools by their caregivers to face adversity. He also addressed how the
relationship between becoming resilient is determined significantly by the pattern of attachment
that individuals form with their caregivers (Svanberg, 1998). Tops and colleagues (2007)
supported Svanberg’s (1998) findings, finding that a secure attachment increases the production
of high levels of oxytocin, a neuropeptide that reduces stress and anxiety. Such a connection
may be one of the reasons for higher resilience and preparing individuals when dealing with
adversity (Tops et al., 2007). Svanberg (1998) suggested that having a purpose in life,
experiencing positive emotions, and having a secure attachment are the building blocks of having
high resilience (Svanberg, 1998).
The Current Study
The current study aimed to explore the relationships among attachment styles, resilience,
and psychological symptoms (i.e., depression and anxiety symptoms). Additionally, this
retrospective study examined resilience as a mediator variable in the relationship between the
attachment formed between a caregiver and their now grown child and that grown child’s
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depression and anxiety symptoms in adulthood. Given the available literature, it was postulated
that attachment, resilience, and psychological symptoms would be related significantly.
Although some research focused on the linear relationships between attachment style and
depression and anxiety symptoms, very few studies focused on attachment styles in relation to
developing depression and anxiety symptoms within the context of resilience through a
retrospective approach, particularly across men and women.
Using Baron and Kenny (1986) mediation testing, it was hypothesized that participants’
attachment to their caregivers during childhood would be related to the development of
depression and anxiety symptoms during adulthood. By understanding these relationships,
greater knowledge would be provided about the mechanism by which attachment styles would be
related to depression and anxiety symptoms. This study also provided more insight into how
resilience may act as a protective factor and the extent to which it may prevent an individual
from developing depression and anxiety symptoms. Furthermore, this study investigated
resilience as a buffer in the relationship between attachment styles and depression and anxiety
symptoms in adulthood. Hence, it was hypothesized that the relationship between insecure
attachments and depression and anxiety symptoms would occur in the context of resilience. In
other words, insecure attachment from childhood (e.g., anxious-ambivalent, anxious-avoidant,
and disorganized) would be related to lower resilience, which in turn would be related to more
symptoms of depression and anxiety.
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METHODS
Participants
A power analysis with an alpha of 0.05 and a medium effect size indicated that
approximately 91 participants were required to detect an effect with five predictors (i.e., anxiousavoidant attachment, anxious-ambivalent attachment, helpless-disorganized attachment,
frightened-disorganized attachment, and resilience) in a regression analysis (Cohen, 1992).
Hence, an attempt to collect 91 male participants and 91 female participants was made.
Participants were recruited via an Internet marketplace called Amazon’s Mechanical Turk.
Demographics did not play an influential role as inclusion criteria in this study. Instead, in order
to participate in the study, all participants had to be 18-years of age or older, speak English, and
answer at least 6 out of the 8 validity questions accurately. Out of the 207 participants recruited,
25 of these participants were disqualified, and the remaining 182 participants’ results were used.
Disqualification occurred when participants had incomplete surveys (i.e. 18 participants) or their
I.P Addresses/Mechanical Turk Account was duplicated (i.e. 7 participants). Each participant
was compensated $1.00 for their participation if they met the eligibility criteria and completed
the survey accurately.
Out of the 182 participants, 47.8% were males (n = 87), and 52.2% were females (n =
95). Men ranged in age from 21- to 73-years (M = 33.85, SD = 11.01), and women ranged in age
from 21- to 61-years (M = 36.68, SD = 10.35). For male participants, the majority (75.9%)
identified as White or Caucasian. The remainder of male participants identified as Black or
African American (9.2%), Hispanic or Latino (8.0%), Asian or Asian American (5.7), or some
Other ethnicity (1.1%). For female participants, the majority (80%) identified as White or
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Caucasian. The remainder of participants identified as Hispanic or Latino (10.5%), Black or
African American (5.3%), Asian or Asian American (3.2%), or some Other ethnicity (1.1%). Out
of the 182 participants, the most common marital status responses were being married or in a
domestic partnership (49.5%) and being single/never married (43.3%). The majority of men
listed their marital status as being single/never married (62.1%), followed by being married or in
a domestic partnership (34.5%) and being divorced (3.4%). In contrast, the majority of women
listed their marital status as being married or in a domestic partnership (63.2%), followed by
being single/never married (26.3%), being divorced (7.4%), being separated (2.1%), and being
widowed (1.1%).
The participants documented varying levels of their yearly total household income. Men
reported having an income between less than $25,000 to $34,999 (35.7%), followed by the
majority having an income between $35,000 to $74,999 (44.5%), then $75,000 to $149,999
(17.5%), and lastly with an income of more than $150,000 (2.2%). The women reported having
an income between less than $25,000 to $34,999 (28.4%), followed by $35,000 to $74,999
(47.4%), then $75,000 to $149,999 (21%) and lastly with an income of more than $150,000
(3.2%).
In addition, this study included participants with various education levels. The majority
of male participants earned a Bachelor’s degree (44.8%), followed by high school diploma
(11.5%), some college credits (18.4%), trade/technical/vocational training (5.7%), an Associate’s
degree (9.2%), a Master’s degree (9.2%), and a Doctorate degree (1.1%). The majority of the
female participants earned a Bachelor’s degree (49.5%), followed by a high school diploma
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(10.05%), some college credit (16.8%), trade/technical/vocational training (5.3%), an
Associate’s degree (11.6%), Master’s degree (5.3%) and a Doctoral degree (1.1%).
The majority of the participants (77% of men and 84.2% of women) reported that their
mothers were their primary caregiver. For men, 17.2% reported that their father was their
primary caregiver, followed by other (3.4%) and their grandmother (2.3%). For women, 8.4% of
women reported that their father was their primary caregiver, followed by other (4.2%), their
stepmother (2.1%), and their grandmother (1.1%). The participants specified that “other”
represented their siblings, aunt, spouse, their mother and father together, or themselves as their
primary caregiver. See Table 1 for complete demographics data.
Measures
Variables in the present study were assessed through the administration of psychological
measures along with a demographics questionnaire.
Anxious-avoidant and anxious-ambivalent attachment styles were measured using the
Experience in Close Relationships scale (ECR; Brennan, Clark, & Shaver, 1998). Participants
retrospectively rated their childhood attachment on the ECR’s 36 items. Each item is rated on a
7-point Likert-type scale that ranges from 1 (Disagree Strongly) to 7 (Agree Strongly). This
measure consists of two subscales (i.e., Model of Others and Model of Self), each composed of
18-items. Higher scores on the Model of Others subscale suggest patterns of anxious-avoidant
attachment, whereas higher scores on the Model of Self subscale suggest patterns of anxiousambivalent attachment. The ECR demonstrated good test-retest reliability (Cronbach’s α = 0.90
for avoidant, and Cronbach’s α = 0.91 for ambivalent) and good internal consistency
(Cronbach’s α = 0.91 for avoidant, and Cronbach’s α =0.94 for ambivalent) in a previous study
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(Fraley, Waller, & Brennan, 2000). In this study, the internal consistency was high (Cronbach’s
α = .87 for avoidant, and Cronbach’s α =.87 for ambivalent). See Appendix D for a sample of the
ECR.
Additionally, the Caregiving Helplessness Questionnaire (CHQ; George & Solomon,
2011) was used to measure participants’ disorganized attachment with their caregivers. The CHQ
consists of 25 items that are rated on a 5-point Likert-type scale, ranging from 1 (Not
Characteristic at All) to 5 (Very Characteristic). The CHQ has three subscales (e.g. Mother
Helpless, Mother and Child Frightened, and Child Caregiving) each consisting of six questions.
This measure showed adequate internal consistency (Cronbach’s α = 0.85 for Mother Helpless;
Cronbach’s α = 0.66 for Mother and Child Frightened; Cronbach’s α = 0.64 for Child
Caregiving) and convergent validity between Mother Helpless and Child Frightened subscales in
a previous study. Due to the fact that the Mother Helpless (i.e., helpless-disorganized) and Child
Frightened (i.e., frightened-disorganized) subscales were related significantly to patterns of
disorganized attachment, these subscales were used in this study (George & Solomon, 2011). In
this study, the internal consistency was good (Cronbach’s α = .81 for Helpless-Disorganized, and
Cronbach’s α = .82 for Frightened-Disorganized). See Appendix E for a sample of the CHQ.
Depression symptoms were measured using the Beck Depression Inventory-II (BDI;
Beck, Steer, & Brown, 1996). The BDI consists of 21 items that are rated using a 0 to 3 scale.
The items on the BDI align with DSM symptoms of depression. Higher scores on this scale
indicate a higher severity of depression symptoms. The BDI demonstrated internal consistency
(Cronbach’s α = 0.93) and high test-retest reliability (Cronbach’s α = 0.93) in a previous study
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(Beck et al., 1996). In this study, the internal consistency was good (Cronbach’s α = .75). See
Appendix F for a sample of the BDI-II.
Anxiety symptoms were measured using the Beck Anxiety Inventory (BAI; Beck, Epstein,
Brown, & Steer, 1988). The BAI consists of 21 items that are rated using a 0 to 3 scale. The
items on the BAI align with DSM symptoms of anxiety. Higher scores on this scale indicate a
higher severity of anxiety symptoms. The BAI demonstrated adequate test-rest reliability
(Cronbach’s α = 0.75) and good internal consistency (Cronbach’s α = 0.92) in a previous study
(Beck et al., 1988). In this study, the internal consistency was good (Cronbach’s α = .76). See
Appendix G for a sample of the BAI.
Resilience was measured using the Brief Resilience Scale (BRS; Smith, Dalen, Wiggins,
Tooley, Christopher, & Bernard, 2008). The BRS consists of six items that are rated using a 1
(Strongly Disagree) to 5 (Strongly Agree) scale. The BRS demonstrated adequate reliability
(Cronbach’s α = 0.83; intraclass coefficient = 0.69) in a previous study (Smith et al., 2008). In
this study, the internal consistency was good (Cronbach’s α = .95). See Appendix H for a sample
of the BRS.
Procedure
After approval from the University of Central Florida Institutional Review Board,
participants were asked to participate in this study via Amazon’s Mechanical Turk. Mechanical
Turk is a website that enables businesses and individuals to arrange the use of human
intelligence to perform survey and tasks. Participants had to be 18-years of age and older (so that
they could provide their own consent) and had to speak English (so that they could validly
complete the surveys included in this study). Prior to the participation in the study, participants
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were provided the informed consent and were asked to press the “continue” button if they agreed
to be a part of the study (see Appendix B). Consent forms did not require any names or
information that could be used to identify the participants. The participants then were directed to
some qualifying questions to determine their eligibility (i.e., if they were 18-years of age or
older, if they resided in the United States of America, and if they could provide their five digit
Zip Code). If they qualified, they were directed to the surveys (Demographics Questionnaire,
ECR, CHQ, BDI, BAI and BRS) included in this study and asked to rate each of the measures
above. If at any point participants decided that they did not want to participate, they were
allowed to withdraw without penalty. A debriefing document was available on the screen after
participants had completed all their surveys and submitted their confirmation code:
YCFRCMJ19. This debriefing document included resources for participants who felt distressed
while taking the study or if they had more questions about the study. They also were given an
option to receive a summary of the findings once the study concluded (See Appendix I). Finally,
no data were examined individually, and all data were analyzed in groups.
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RESULTS
Descriptive Statistics
Primarily, all data were screened to make sure every participant met criteria for inclusion.
Out of the 207 participants recruited, 25 of these participants were disqualified. Disqualification
occurred when participants had incomplete surveys (i.e., 18 participants) or their IP
addresses/MTurk Account was duplicated (i.e., 7 participants). After removing these
participants, there were a remaining 182 participants whose data were used in this study. Next,
descriptive statistics were examined for each variable, including each variable’s mean and
standard deviation. See Table 2 for means, standard deviations, and ranges. Due to the significant
differences amongst the responses provided by the men and women for symptoms of depression,
t(182) = -2.11, p < .04, symptoms of anxiety, t(182) = -2.28, p < .03, and resilience, t(182) =
2.53, p < .02, men and women were examined separately.
On the ECR, the total scores for both anxious-avoidant and anxious-ambivalent
attachment styles were able to range from 1 to 7. When examining the scores for men, they
reported having relatively low levels of anxious-avoidant (M = 3.46, SD = 1.28) and anxiousambivalent (M = 3.25, SD = 1.19) styles of insecure attachment. The CHQ measuring
disorganized styles of attachment had scores that were able to range from 6 to 30. Men reported
relatively low levels of helpless-disorganized (i.e., Mother Helpless; M = 12.17, SD = 5.70) and
frightened-disorganized (i.e., Child-Frightened; M = 11.59, SD = 5.56) styles of attachment.
With regard to resilience, the BRS total scores could range from 1 to 5. On this measure, men
reported having relatively moderate levels of resilience (M = 3.35, SD = .98), as this mean fell
between the cut offs of 3.00 – 4.30 for “normal” resilience.
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On the BDI, men reported on average minimal levels of depression (M = 13.64, SD =
11.93). Out of the 87 male participants, 45 (51.7%) reported minimal levels of depression (total
score between 0 and 13), 17 (19.6%) reported a mild level of depression (a total score between
14 and 19), 13 (14.9%) reported a moderate level of depression (a total score between 20 and
28), and 12 (13.8%) reported a severe level of depression (a total score between 29 and 63)
according to the BDI standardized cutoffs. On the BAI, men reported on average mild levels of
anxiety (M = 11.61, SD = 13.45). Out of the 87 male participants, 50 (57.5%) reported minimal
levels of anxiety (total score between 0 and 7), 13 (14.9%) reported mild levels of anxiety (total
score between 8 and 15), 8 (9.2%) reported moderate levels of anxiety (total score between 16
and 25), and 16 (18.4%) reported concerning levels of anxiety (total score of 26 and 63)
according to the BAI standardized cutoffs.
On the ECR, women reported having relatively low levels of anxious-avoidant (M = 3.82,
SD = 1.56) and anxious-ambivalent (M = 3.42, SD = 1.20) styles of attachment. On the CHQ,
women reported relatively low levels of helpless-disorganized (i.e., Mother Helpless; M = 11.51,
SD = 5.46) and frightened-disorganized (i.e., Child-Frightened; M = 11.17, SD = 5.06) styles of
attachment. With regard to resilience, women reported relatively low levels of resilience (M =
2.96, SD = 1.07), as “low” resilience is characterized by scores between 1 to 2.99.
On the BDI, women reported on average mild levels of depression (M = 18. 02, SD =
15.64). Out of the 95 female participants, 41 (43.2%) reported minimal levels of depression (total
score between 0 and 13), 14 (14.7%) reported a mild level of depression (a total score between
14 and 19), 18 (18.9%) reported a moderate level of depression (a total score between 20 and
28), and 22 (23.2%) reported a severe level of depression (a total score between 29 and 63)
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according to the BDI standardized cutoffs. On the BAI, women reported on average moderate
levels of anxiety (M = 16.20, SD = 13.68). Out of the 95 female participants, 35 (36.8%)
reported minimal levels of anxiety (total score between 0 and 7), 14 (14.7%) reported mild levels
of anxiety (total score between 8 and 15), 20 (21.1%) reported moderate levels of anxiety (total
score between 16 and 25), and 26 (27.4%) reported severe levels of anxiety (total score of 26 and
63) according to the BAI standardized cutoffs
Correlations Among Attachment Styles, Depression and Anxiety Symptoms, and Resilience
Correlation analyses were conducted to examine the relationships amongst the four
attachment styles in this study (i.e., anxious-avoidant, anxious-ambivalent, helplessdisorganized, and frightened-disorganized), symptoms of depression and anxiety, and resilience.
These correlations provided evidence for the hypotheses about the relationships among all
variables examined in this study. See Table 3 for correlation analysis.
Men. With regard to the relationship between attachment styles and depression
symptoms for men, anxious-avoidant attachment (r = .37, p < .001), anxious-ambivalent (r = .56,
p < .001), helpless-disorganized attachment (r = .45, p < .001), and frightened-disorganized (r =
.43, p < .001) attachment were related significantly and positively to depression. With regard to
the relationship between attachment styles and anxiety symptoms for men, anxious-avoidant (r =
.31, p < .005), anxious-ambivalent (r = .71, p < .001), helpless-disorganized (r = .78, p < .001),
and frightened-disorganized (r = .80, p < .001) attachment were related significantly and
positively to anxiety.
With regard to attachment styles and resilience for men, anxious-avoidant (r = -.31, p <
.004) and anxious-ambivalent (r = -.36, p < .001) attachment were related significantly and
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negatively with resilience. With regard to resilience and symptoms of depression and anxiety for
men, resilience was related significantly and negatively to symptoms of depression (r = -.56, p <
.001) and anxiety (r = -.31, p < .004).
Women. With regard to the relationship between attachment styles and depression
symptoms for women, anxious-avoidant attachment (r = .28, p < .008), anxious-ambivalent (r =
.49, p < .001), helpless-disorganized (r = .28, p < .006), and frightened-disorganized (r = .39, p <
.001) attachment were related significantly and positively to depression. With regard to the
relationship between attachment styles and anxiety symptoms for women, anxious-avoidant (r =
.23, p < .03), anxious-ambivalent (r = .56, p < .001), helpless-disorganized (r = .50, p < .001),
and frightened-disorganized (r = .58, p < .001) attachment were related significantly and
positively with anxiety.
With regard to attachment styles and resilience for women, anxious-ambivalent (r = -.32,
p < .001) and frightened-disorganized (r = -.21, p < .05) attachment were related significantly
and negatively with resilience. With regard to resilience and symptoms of depression and anxiety
for women, resilience was related significantly and negatively to symptoms of depression (r = .64, p < .001) and anxiety (r = -.52, p < .001).
Mediation Analyses
Mediational analyses were conducted to examine further the remaining hypotheses in this
study. These analyses were examined using Baron and Kenny’s (1986) procedure, in order to
assess evidence of resilience being a mediator in the relationship between attachment styles and
symptoms of depression and anxiety. First, simple regression analyses examined the relationship
between attachment styles and symptoms of either depression or anxiety, respectively. At this
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step, the attachment style had to predict depressive or anxiety symptoms. Then, a simple
regression analysis was used to examine the relationship between attachment styles and
resilience. At this step, individuals’ attachment styles had to predict resilience scores. Further, a
simple regression analyses examined the relationship between individuals’ resilience and
symptoms of depression and anxiety, respectively, to show that resilience was a potential
mediator in these relationships. Finally, a multiple regression analysis examined individuals’
attachment styles and resilience as predictors of symptoms of depression and anxiety,
respectively. The relationship between attachment styles and symptoms of depression and
anxiety had to decrease to non-significance to demonstrate the mediational role of resilience. If
these analyses suggested a partial or full mediation, a Sobel test was conducted to provide further
support. Due to the significant differences amongst the scores reported by men and women, these
groups were examined separately. The results of these regression analyses can be found in Table
4 for men and in Table 5 for women.
Insecure Attachments and Resilience Predicting Symptoms of Depression in Men
Anxious-Avoidant Attachment and Resilience Predicting Symptoms of Depression in Men
Anxious-avoidant attachment predicted significantly symptoms of depression, F (1, 85) =
13.70, p <.001, R2 = .14. Similarly, anxious-avoidant attachment predicted significantly
resilience scores, F (1, 85) =8.71, p <.005, R2 = .09. In addition, resilience scores predicted
significantly symptoms of depression, F (1, 85) = 39.21, p <.001, R2 = .32. When examining
both anxious-avoidant attachment and resilience collectively, anxious-avoidant attachment
predicted symptoms of depression in Block 1, F (1, 85) = 13.70, p <.001, R2= .14. When
resilience was added in Block 2, the regression was still significant, F (2, 84) = 23.66, p <.001,
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R2= .36. Resilience provided unique incremental variance in predicting symptoms of depression.
Anxious-avoidant attachment became a less significant predictor of symptoms of depression
after incorporating resilience, the mediator, in the regression (from p < .001 to p < .02),
consistent with a partial mediation. This finding was confirmed with a significant Sobel test (p <
.02).
Anxious-Ambivalent Attachment and Resilience Predicting Symptoms of Depression in Men
Anxious-ambivalent attachment predicted significantly symptoms of depression, F (1,
85) = 38.45, p <.001, R2 = .31. Similarly, anxious-ambivalent attachment predicted significantly
resilience scores, F (1, 85) = 12.85, p <.001, R2 = .13. In addition, resilience scores predicted
significantly symptoms of depression, F (1, 85) = 39.21, p <.001, R2 = .32. When examining
both anxious-ambivalent attachment and resilience collectively, anxious-ambivalent attachment
predicted symptoms of depression in Block 1, F (1, 85) = 38.45, p <.001, R2= .31. When
resilience was added in Block 2, the regression was still significant, F (2, 84) = 35.82, p <.001,
R2= .46. Resilience provided unique incremental variance in predicting depression symptoms.
Anxious-ambivalent attachment maintained its significance in both regressions (p < .001).
Hence, resilience served as a partial mediator in the relationship between anxious-ambivalent
attachment and depression symptoms. This finding was confirmed with a significant Sobel test (p
< .004).
Helpless-Disorganized Attachment and Resilience Predicting Symptoms of Depression in Men
Helpless-disorganized attachment predicted significantly symptoms of depression, F (1,
85) = 21.01, p <.001, R2 = .20. In contrast, helpless-disorganized attachment did not predict
resilience scores, F (1, 85) = 2.13, p < .15, R2 = .02. However, resilience scores predicted
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significantly symptoms of depression, F (1, 85) = 39.21, p <.001, R2 = .32. When examining
both helpless-disorganized attachment and resilience collectively, helpless-disorganized
attachment predicted symptoms of depression in Block 1 F (1, 85) = 21.01, p <.001, R2= .20.
When resilience was added in Block 2, the regression was still significant, F (2, 84) = 33.90, p
<.001, R2= .45. Resilience provided unique incremental variance in predicting symptoms of
depression but could not be viewed as a mediator because helpless-disorganized attachment
failed to predict resilience. A Sobel test confirmed this lack of mediation (p < .15).
Frightened-Disorganized Attachment and Resilience Predicting Symptoms of Depression in Men
Frightened-disorganized attachment predicted significantly symptoms of depression, F (1,
85) =19.08, p <.001, R2 = .18. In contrast, frightened-disorganized attachment did not predict
resilience scores, F (1, 85) = 2.57, p < .12., R2 = .03. Nonetheless, resilience scores predicted
significantly symptoms of depression, F (1, 85) = 39.21, p <.001, R2 = .32. When examining
both frightened-disorganized attachment and resilience collectively, frightened-disorganized
attachment predicted symptoms of depression in Block 1, F (1, 85) = 19.08, p <.001, R2= .18.
When resilience was added in Block 2, the regression was still significant, F (2, 84) = 31.58, p
<.001, R2= .43. Resilience provided unique incremental variance in predicting symptoms of
depression but could not be viewed as a mediator because frightened-disorganized attachment
failed to predict resilience. A Sobel test confirmed this lack of mediation (p < .13).
Insecure Attachments and Resilience Predicting Symptoms of Anxiety in Men
Anxious-Avoidant Attachment and Resilience Predicting Symptoms of Anxiety in Men
Anxious-avoidant attachment predicted significantly symptoms of anxiety, F (1, 85) =
8.72, p <.004, R2= .09. Similarly, anxious-avoidant attachment predicted significantly resilience
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scores, F (1, 85) =8.71, p <.004, R2 = .09. In addition, resilience scores predicted significantly
symptoms of anxiety, F (1, 85) = 9.11, p < .003, R2 = .10. When examining both anxiousavoidant attachment and resilience collectively, anxious-avoidant attachment predicted
symptoms of anxiety in Block 1, F (1, 85) = 8.72, p <.004, R2= .09. When resilience was added
in Block 2, the regression was still significant, F (2, 84) = 7.15, p< .001 , R2= .15. Resilience
provided unique incremental variance in predicting symptoms of anxiety. Anxious-avoidant
attachment became a less significant predictor of symptoms of anxiety after incorporating
resilience, the mediator, in the regression (from p < .004 to p <.03) consistent with a partial
mediator. A Sobel test concluded that the mediation effect was marginally significant (p < .07).
Anxious-Ambivalent Attachment and Resilience Predicting Symptoms of Anxiety in Men
Anxious-ambivalent attachment predicted significantly symptoms of anxiety, F (1, 85) =
87.19, p <.001, R2= .51. Similarly, anxious-ambivalent attachment predicted significantly
resilience scores, F (1, 85) = 12.85, p < .001, R2 = .13. In addition, resilience scores predicted
significantly symptoms of anxiety, F (1, 85) = 9.11, p < .003, R2 = .10. When examining both
anxious-ambivalent attachment and resilience collectively, anxious-ambivalent attachment
predicted symptoms of anxiety in Block 1, F (1, 85) = 87.19, p <., R2= .51. When resilience was
added in Block 2, the regression was still significant, F (2, 84) = 43.65, p < .001, R2= .51.
Resilience was not a significant predictor (p < .46), suggesting that it could not be a mediator.
This finding was supported with a non-significant Sobel test (p < .47).
Helpless-Disorganized Attachment and Resilience Predicting Symptoms of Anxiety in Men
Helpless-disorganized attachment predicted significantly symptoms of anxiety, F (1, 85)
= 128.68, p <.001, R2= .60. In contrast, helpless-disorganized attachment did not predict
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resilience scores, F (1, 85) = 2.13, p < .15., R2 = .02. Nonetheless, resilience did significantly
predict symptoms of anxiety, F (1, 85) = 39.21, p <.003, R2 = .32. When examining helplessdisorganized attachment and resilience collectively, helpless-disorganized attachment predicted
symptoms of anxiety in Block 1, F (1, 85) = 128.68, p <.001, R2= .60. When resilience was
added in Block 2, the regression was still significant, F (2, 84) = 74.39, p < .001, R2= .64.
Resilience provided unique incremental variance in predicting symptoms of anxiety but could
not be viewed as a mediator because helpless-disorganized attachment failed to predict
resilience. A Sobel test confirmed this lack of mediation (p < .19).
Frightened-Disorganized Attachment and Resilience Predicting Symptoms of Anxiety in Men
Frightened-disorganized attachment predicted significantly symptoms of anxiety, F (1,
85) = 146.82, p <.001, R2= .63. In contrast, frightened-disorganized attachment did not predict
resilience scores, F (1, 85) = 2.57, p < .12, R2 = .03. Nonetheless, resilience scores predicted
significantly their symptoms of anxiety, F (1, 85) = 39.21, p <.003, R2 = .32. When examining
frightened-disorganized attachment and resilience collectively, frightened-disorganized
attachment predicted symptoms of anxiety in Block 1, F (1, 85) = 146.82, p <.001, R2= .63.
When resilience was added in Block 2, the regression was still significant, F (2, 84) = 83.31, p
<.001, R2= .67. Resilience provided unique incremental variance in predicting symptoms of
anxiety but could not be viewed as a mediator because helpless-disorganized attachment failed to
predict resilience A Sobel test confirmed this lack of mediation (p < .17).
Insecure Attachments and Resilience Predicting Symptoms of Depression in Women
Anxious-Avoidant Attachment and Resilience Predicting Symptoms of Depression in Women
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Anxious-avoidant attachment predicted significantly symptoms of depression, F (1, 93) =
7.62, p <.008, R2= .08. In contrast, anxious-avoidant attachment did not significantly predict
resilience score, F (1, 93) = 2.98, p < .09, R2 = .03. Nonetheless, resilience scores predicted
significantly symptoms of depression, F (1, 93) = 63.92, p < .001, R2 = .41. When examining
both anxious-avoidant attachment and resilience collectively, anxious-avoidant attachment
predicted symptoms of anxiety in Block 1, F (1, 93) = 7.62, p <.008, R2= .08. When resilience
was entered in Block 2, the regression was still significant, F (2, 92) = 35.37, p <.001, R2= .44.
Resilience provided unique incremental variance in predicting symptoms of anxiety. Anxiousavoidant attachment became a less significant predictor of symptoms of anxiety after
incorporating the mediator, resilience, in the regression (from p < .008 to p < .04). Resilience
could not be viewed as a mediator because anxious-avoidant attachment failed to predict
resilience A Sobel test confirmed this lack of mediation (p < .10).
Anxious-Ambivalent Attachment and Resilience Predicting Symptoms of Depression in Women
Anxious-ambivalent attachment predicted significantly symptoms of depression, F (1,
93) = 29.58, p <.001, R2= .24. Similarly, anxious-ambivalent attachment predicted significantly
resilience scores, F (1, 93) = 10.92, p < .001, R2 = .11. In addition, resilience scores predicted
significantly symptoms of depression, F (1, 93) = 63.92, p < .001, R2 = .41. When examining
both anxious-ambivalent attachment and resilience collectively, anxious-ambivalent predicted
symptoms of depression in Block 1, F (1, 93) = 29.58, p <.001, R2= .24. When resilience was
added in Block 2, the regression was still significant, F (2, 92) = 45.58, p <.001, R2= .50.
Resilience provided unique incremental variance in predicting symptoms of depression.
Anxious-ambivalent attachment maintained its significance in the regression (p <.001). Hence,
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resilience served as a partial mediator in the relationship between anxious-ambivalent attachment
and depression symptoms. This finding was confirmed with a significant Sobel test (p < .003).
Helpless-Disorganized Attachment and Resilience Predicting Symptoms of Depression in
Women
Helpless-disorganized attachment predicted significantly symptoms of depression, F (1,
93) = 7.80, p <.007, R2= .08. In contrast, helpless-disorganized attachment did not significantly
predict resilience scores, F (1, 93) = 1.29, p < .26, R2 = .01. Nonetheless, resilience scores
predicted significantly symptoms of depression, F (1, 93) = 63.92, p < .001, R2 = .41. When
examining helpless-disorganized attachment and resilience collectively, helpless-disorganized
attachment predicted symptoms of depression in Block 1, F (1, 93) = 7.80, p <.007, R2= .08.
When resilience was entered in Block 2, the regression was still significant, F (2, 92) = 37.54, p
<.001, R2= .45. Resilience provided unique incremental variance in predicting symptoms of
depression. Helpless-disorganized attachment became a less significant predictor of symptoms of
depression after incorporating resilience in the regression (from p < .006 to p < .01). Resilience
could not be viewed as a mediator because helpless-disorganized attachment failed to predict
resilience A Sobel test confirmed this lack of mediation (p < .26).
Frightened-Disorganized Attachment and Resilience Predicting Symptoms of Depression in
Women
Frightened-disorganized attachment predicted significantly symptoms of depression, F
(1, 93) = 16.80, p <.001, R2= .15. Similarly, frightened-disorganized attachment predicted
significantly resilience scores, F (1, 93) = 4.20, p < .05, R2 = .04. In addition, resilience scores
predicted significantly symptoms of depression, F (1, 93) = 63.92, p < .001, R2 = .41. When
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examining both frightened-disorganized attachment and resilience collectively, frighteneddisorganized attachment predicted symptoms of depression in Block 1, F (1, 93) = 16.80, p
<.001, R2= .15. When resilience was added in Block 2, the regression was still significant, F (2,
92) = 41.98, p <.001, R2= .48. Resilience provided unique incremental variance in predicting
symptoms of depression. Frightened-disorganized attachment became a less significant predictor
of symptoms of depression after incorporating resilience in the regression (from p < .000 to p <
.001), consistent with a partial mediator. This finding was confirmed with a significant Sobel test
(p < .05).
Insecure Attachments and Resilience Predicting Symptoms of Anxiety in Women
Anxious-Avoidant Attachment and Resilience Predicting Symptoms of Anxiety in Women
Anxious-avoidant attachment predicted significantly symptoms of anxiety, F (1, 93) =
5.21, p <.03, R2= .05. In contrast, anxious-avoidant attachment did not significantly predict
resilience score, F (1, 93) = 2.98, p < .09, R2 = .03. Nonetheless, resilience scores predicted
significantly symptoms of anxiety, F (1, 93) = 34.99, p < .001, R2 = .27. When examining both
anxious-avoidant attachment and resilience collectively, anxious-avoidant attachment predicted
symptoms of anxiety in Block 1, F (1, 93) = 5.21, p <.03, R2= .05. When resilience was entered
in Block 2, the regression was still significant, F (2, 92) = 19.07, p <.001, R2= .29. Resilience
provided unique incremental variance in predicting symptoms of anxiety. Anxious-avoidant
attachment lost significance as a predictor of symptoms of anxiety after incorporating the
mediator, resilience, in the regression (from p < .03 to p < .11). Resilience could not be viewed
as a mediator because anxious-avoidant attachment failed to predict resilience. A Sobel test
confirmed this lack of mediation (p < .10).
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Anxious-Ambivalent Attachment and Resilience Predicting Symptoms of Anxiety in Women
Anxious-ambivalent attachment predicted significantly symptoms of anxiety, F (1, 93) =
42.82, p <.001, R2= .32. Similarly, anxious-ambivalent attachment predicted significantly
resilience scores, F (1, 93) = 10.92, p < .001, R2 = .11. In addition, resilience scores predicted
significantly symptoms of anxiety, F (1, 93) = 34.99, p < .001, R2 = .27. When examining both
anxious-ambivalent attachment and resilience collectively, anxious-ambivalent attachment
predicted symptoms of anxiety in Block 1, F (1, 93) = 42.82, p <.001, R2= .32. When resilience
was added in Block 2, the regression was still significant, F (2, 92) = 36.89, p <.001, R2= .45.
Resilience provided unique incremental variance in predicting symptoms of anxiety. Anxiousambivalent attachment maintained its significance as a predictor in the regression (p < .001).
Hence, resilience served as a partial mediator in the relationship between anxious-ambivalent
attachment and symptoms of anxiety. This finding was confirmed with a significant Sobel test (p
< .008).
Helpless-Disorganized Attachment and Resilience Predicting Symptoms of Anxiety in Women
Helpless-disorganized attachment predicted significantly symptoms of anxiety, F (1, 93)
= 30.59, p <.001, R2= .25. In contrast, helpless-disorganized attachment did not significantly
predict resilience scores, F (1, 93) = 1.29, p < .26, R2 = .01. Nonetheless, resilience scores
predicted significantly symptoms of anxiety, F (1, 93) = 34.99, p < .001, R2 = .27. When
examining helpless-disorganized attachment and resilience collectively, helpless-disorganized
attachment predicted symptoms of anxiety in Block 1, F (1, 93) = 30.59, p <.001, R2= .25. When
resilience was entered in Block 2, the regression was still significant, F (2, 92) = 40.20, p <.001,
R2= .47. Resilience provided unique incremental variance in predicting symptoms of anxiety.
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Resilience could not be viewed as a mediator because helpless-disorganized attachment failed to
predict resilience. A Sobel test confirmed this lack of mediation (p < .26).
Frightened-Disorganized Attachment and Resilience Predicting Symptoms of Anxiety in Women
Frightened-disorganized attachment predicted significantly symptoms of anxiety, F (1,
93) = 46.15, p <.001, R2= .33. Similarly, frightened-disorganized attachment predicted
significantly resilience scores, F (1, 93) = 4.20, p < .05, R2 = .04. In addition, resilience scores
predicted significantly symptoms of anxiety, F (1, 93) = 34.99, p < .001, R2 = .27. When
examining both frightened-disorganized attachment and resilience collectively, frighteneddisorganized attachment predicted symptoms of anxiety in Block 1, F (1, 93) = 46.15, p <.001,
R2= .33. When resilience was added in Block 2, the regression was still significant, F (2, 92) =
46.28, p <.001, R2= .50. Resilience provided unique incremental variance in predicting
symptoms of anxiety. Frightened-disorganized attachment maintained its significance in the
regression (p < .001). Hence, resilience served as a partial mediator in the relationship between
frightened-disorganized and anxiety symptoms. This finding was confirmed with a significant
Sobel test (p < .05).
Hierarchical Regression Analyses for Symptoms of Depression and Anxiety Overall
Given the significant relationships among the variables of interest, respective hierarchical
regression analyses also were conducted to determine which variables predicted symptoms of
depression and anxiety in men and women. In these analyses, all four attachment styles (i.e.
anxious-avoidant, anxious-ambivalent, helpless-disorganized and frightened-disorganized) and
resilience were the predictor variables, and symptoms of depression and anxiety served as the
criterion variables. Specifically, anxious-avoidant attachment was entered in Block 1, anxious-
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ambivalent attachment was entered in Block 2, helpless-disorganized attachment was entered in
Block 3, frightened-disorganized attachment was entered in Block 4, and resilience was entered
in Block 5 in order to examine the incremental value of these variables in predicting symptoms
of depression and anxiety. See Table 6 for a summary of these hierarchical regression results for
men. See Table 7 for a summary of these hierarchical regression results for women.
Men. For the hierarchical regression analysis for depression, anxious-avoidant
attachment predicted significantly symptoms of depression, F (1, 85) = 13.70, p < .001, R2 = .14,
in Block 1. In Block 2, the equation remained significant, F (2, 84) = 20.75, p < .001, R2 = .33.
In Block 2, anxious-ambivalent attachment was a significant individual predictor (p < .001),
whereas anxious-avoidant attachment no longer served as a significant predictor (p < .13). In
Block 3, the equation remained significant, F (3, 83) = 14.14, p < .001, R2 = .34. Anxiousambivalent attachment still was a significant individual predictor (p < .002), whereas anxiousavoidant (p < .19) and helpless-disorganized (p < .34) were not. In Block 4, the equation
remained significant, F (4, 82) = 10.79, p < .001, R2 = .35. In Block 4, anxious-ambivalent
attachment still was a significant individual predictor (p < .002), whereas anxious-avoidant (p <
.19), helpless-disorganized (p < .19), and frightened-disorganized (p <.37) attachment were not.
In Block 5, the equation remained significant, F (5, 81) = 15.42, p < .001, R2 = .49. In Block 5,
both anxious-ambivalent attachment (p < .03) and resilience (p < .001) served as significant
predictors, whereas anxious-avoidant (p < .62), helpless-disorganized (p < .12), and frighteneddisorganized (p < .62) attachment were not. Overall, anxious-ambivalent attachment and
resilience emerged as significant predictors of men’s depression symptoms.
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For the hierarchical regression analysis for anxiety, anxious-avoidant attachment
predicted significantly symptoms of anxiety, F (1, 85) = 8.72, p < .001, R2 = .09, in Block 1. In
Block 2, the equation remained significant, F (2, 84) = 42.11, p < .001, R2 = .51. In Block 2,
anxious-ambivalent attachment was a significant individual predictor (p < .001), whereas
anxious-avoidant attachment no longer served as a significant predictor (p < .87). In Block 3, the
equation remained significant, F (3, 83) = 61.27, p < .001, R2 = .69. Anxious-ambivalent (p <
.001) and helpless-disorganized (p < .001) attachment were significant predictors, whereas
anxious-avoidant attachment (p < .12) was not. In Block 4, the equation remained significant, F
(4, 82) = 50.18, p < .001, R2 = .71. In Block 4, anxious-ambivalent (p < .001), helplessdisorganized (p < .002), and frightened-disorganized (p < .02) attachment were significant
individual predictors, whereas anxious-avoidant attachment (p < .10) was not. In Block 5, the
equation remained significant, F (5, 81) = 43.77, p < .001, R2 = .73. In Block 5, anxiousavoidant (p <.04), anxious-ambivalent (p < .02), helpless-disorganized (p < .001), frighteneddisorganized (p < .007) and resilience (p <.02) emerged as significant predictors of men’s
symptoms of anxiety.
Women. For the hierarchical regression analysis for depression, anxious-avoidant
attachment predicted significantly symptoms of depression, F (1, 93) = 7.62, p < .001, R2 = .08,
in Block 1. In Block 2, the equation remained significant, F (2, 92) = 16.12, p < .001, R2 = .26.
In Block 2, anxious-ambivalent attachment was a significant individual predictor (p < .001),
whereas anxious-avoidant attachment no longer served as a significant predictor (p < .14). In
Block 3, the equation remained significant, F (3, 91) = 10.78, p < .001, R2 = .26. Anxiousambivalent was still a significant individual predictor (p < .001), whereas anxious-avoidant (p <
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.12) and helpless-disorganized (p < .57) attachment were not. In Block 4, the equation remained
significant, F (4, 90) = 8.60, p < .001, R2 = .28. In Block 4, anxious-ambivalent attachment still
was a significant individual predictor (p < .005), whereas anxious-avoidant (p < .07), helplessdisorganized (p < .22), and frightened-disorganized (p < .19) attachment were not. In Block 5,
the equation remained significant, F (5, 89) = 18.87 p < .001, R2 = .52. In Block 5, resilience (p
< .001) served as a significant individual predictor, whereas anxious-avoidant (p < .17),
ambivalent attachment (p < .06), helpless-disorganized (p < .54), and frightened-disorganized (p
< .22) attachment were not. Overall, anxious-ambivalent and resilience emerged as significant
predictors of women’s depression symptoms.
For the hierarchical regression analysis for anxiety, anxious-avoidant attachment
predicted significantly their symptoms of anxiety, F (1, 93) = 5.21, p < .001, R2 = .05, in Block
1. In Block 2, the equation remained significant, F (2, 92) = 21.60, p < .001, R2 = .32. In Block 2,
anxious-ambivalent was a significant individual predictor (p < . 001), whereas anxious-avoidant
attachment no longer served as a significant predictor (p < .45). In Block 3, the equation
remained significant, F (3, 91) = 17.06, p < .001, R2 = .36. Anxious-ambivalent (p < .001) and
helpless-disorganized (p < .01) attachment served as significant predictors, whereas anxiousavoidant attachment (p < 1.0) was not. In Block 4, the equation remained significant, F (4, 90) =
14.30, p < .001, R2 = .39. In Block 4, both anxious-ambivalent (p < .03) and frighteneddisorganized (p < .05) attachment served as significant predictors, whereas anxious-avoidant (p <
.60) and helpless-disorganized (p < .45) attachment were not. In Block 5, the equation remained
significant, F (5, 89) = 20.03, p < .001, R2 = .53. In Block 5, both frightened-disorganized
attachment (p < .05) and resilience (p < .001) were significant predictors, whereas anxious-
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avoidant (p < .93), anxious-ambivalent (p < .20), and helpless-disorganized (p < .13)
attachment were not. Overall, frightened-disorganized attachment and resilience emerged as
significant predictors.
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DISCUSSION
This study examined the relationships among attachment styles, resilience, and symptoms
of depression and anxiety. As discussed earlier, there is an extensive body of previous research
suggesting that there were relationships among these variables (Abela, Hankin, & Kassel, 2005;
Galatzer-Levy & Bonanno, 2013). Most notably, the development of an insecure attachment (i.e.
anxious-avoidant, anxious-ambivalent, or disorganized) is related to the emergence of
psychological symptoms in adulthood (Mikulincer & Shaver, 2012). The formation of insecure
attachment styles can increase significantly the risk for psychological symptoms, including
depression and anxiety (Carlson & Sroufe, 1995), with findings varying across attachment style
and symptom combinations (Brumariu & Kerns, 2014; Sroufe & Siegel, 2011). Further, a lack of
resilience in a child’s life was related the occurrence of symptoms of depression and anxiety in
adulthood (Galatzer-Levy & Bonnano, 2013). Although extensive research has focused on these
linear relationships, very few studies have focused on the collective pathways among these
variables. Thus, this study aimed to analyze resilience as a potential mediator in the relationship
between insecure attachment during childhood and symptoms of depression and anxiety later in
adulthood.
The first aim of the current study was to explore the relationships among insecure
attachment styles, resilience, and symptoms of depression and anxiety. Consistent with past
research (e.g., Mikulincer & Shaver, 2012), men’s attachment styles and symptoms of depression
and anxiety were correlated significant and positively in this study. Hence, these findings
indicated that greater endorsements of insecure attachment were related to higher endorsements
of depression and anxiety symptoms. In addition, men’s attachment styles (specifically anxious-
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avoidant and anxious-ambivalent attachment) were correlated significantly and negatively with
their resilience, indicating that greater endorsements of insecure attachment were related to lower
levels of resilience.
Similarly, women’s attachment styles and symptoms of depression and anxiety were
correlated significantly and positively. Also like men’s scores, women’s attachment styles
(specifically anxious-ambivalent and frightened-disorganized attachment) were correlated
significantly and negatively with their resilience. Across both men and women, these results
were similar to those reported by Svanberg (1998), who suggested that greater insecure
attachment scores were related to more symptoms of depression and anxiety and to lower
resilience (Svanberg, 1998). Overall, correlations among the variables examined in this study
were consistent generally with the hypotheses for this study.
Contrary to expectation, however, disorganized attachment styles (i.e., helplessdisorganized and frightened-disorganized) and resilience were not related for men. For women,
anxious-avoidant and helpless-disorganized attachment styles were not related to resilience.
Nonetheless, insecure attachment styles and resilience accounted collectively for a significant
amount of the variance when predicting symptoms of depression and anxiety for both men and
women, although different patterns of individually significant predictors were noted across
regression equations.
The second aim of this study was to examine the potential mediating role of resilience in
explaining the relationship between insecure attachment styles and symptoms of depression and
anxiety. Consistent with previous literature (Ainsworth et. al., 1978), insecure attachment styles
(i.e. anxious-avoidant, anxious-ambivalent, helpless-disorganized and frightened-disorganized)
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predicted significantly symptoms of depression and anxiety for both men and women. These
findings were consistent with the current literature (Brumariu & Kerns, 2014; Carlson & Sroufe,
1995; Lee & Hankin, 2009). For men, two out of the four mediations (anxious-avoidant and
anxious-ambivalent attachment) for symptoms of depression were statistically significant, with
resilience acting as a partial mediator. In contrast, resilience only served as a marginally
significant mediator in the relationship between anxious-avoidant attachment and symptoms of
anxiety for men. For women, two out of the four mediations (i.e., anxious-ambivalent and
frightened-disorganized attachment) for symptoms of depression were statistically significant,
with resilience acting as a partial mediator in these cases. For anxiety, two out of the four
mediations (i.e., again anxious-ambivalent and frightened-disorganized attachment) for
symptoms of anxiety were statistically significant, with resilience again acting as a partial
mediator. Thus, hypotheses were supported partially. Generally, these findings were consistent
with those of Mikulincer and Shaver (2012), who suggested that resilience was important in the
relationship between attachment styles and an increasing vulnerability to depression and anxiety
symptoms.
The third aim of this study was to examine resilience as a protective factor and buffer in
the relationship between attachment styles and symptoms of depression and anxiety. As
previously mentioned, resilience served as a partial mediator for some of the relationships
between insecure attachment and psychological symptoms, suggesting its potential role as a
protective factor. In other words, as insecure attachments decreased, resilience increased. As
resilience increased, symptoms of depression and anxiety decreased. These findings were
consistent with those of Atwool (2006), which suggested that less insecurely attached individuals
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also were more resilient. Consistently, the more securely attached an individual was, the fewer
symptoms of depression and anxiety that the individual experienced later in adulthood
(Svanberg, 1998).
Finally, there were some limitations in the current study that should be considered. First,
these data were collected through Amazon Mechanical Turk, a crowdsourcing Internet
marketplace. With this data collection, the majority of the participants identified as Caucasian,
were either single or married, and had a Bachelor’s degree. As a result, the external validity of
these data was compromised due to these relatively homogeneous demographic characteristics.
Moreover, the order of the measures in this study should be considered. The ECR was the first
questionnaire, followed by the CHQ, BDI-II, BAI and BRS. There is a possibility that a priming
effect took place, since the participants first were asked to reflect on their relationship with their
caregivers when they were younger and ultimately were asked to reflect on their resilience last
(and after rating their psychological symptoms). This arrangement of measures could have
primed participants to answer differently when endorsing the measures used in this study. Lastly,
all the measures used in this study were self-report, which could have resulted in participants
exhibiting biases in their reports of their experiences, an underreporting of their symptoms, or a
forgetting of their memories with caregivers. Nonetheless, validity questions were added
throughout all measures to prevent biases from impacting the data that were utilized ultimately in
this study.
Despite the limitations mentioned above, the findings of this study contributed to the
existing research regarding the mediating role of resilience when studying the relationship
between the four styles of insecure attachment and symptoms of depression and anxiety. Given
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that the attachment formed during childhood can be an important predictor of the development of
depression and anxiety symptoms in adulthood, it is important to continue this research. By
further exploring the mechanism for these relationships, symptoms of depression and anxiety can
be mitigated, and new interventions can be developed.
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Table 1. Participant Demographic Information
Variables
Total
(N=182)
Age (in years)
Range
21-73
Mean (Standard Deviation)
35.35 (10.76)
Sex (percent)
Male
47.8
Female
52.2
Race/Ethnicity (percent)
White or Caucasian
78.0
Black or African American
7.1
Hispanic or Latino
9.3
Asian or Asian American
4.4
Other
1.1
Marital Status (percent)
Single, never married
43.4
Married or domestic partnership
49.5
Widowed
0.5
Divorced
5.5
Separated
1.1
Socioeconomic Status (percent)
<$25,000
20.3
$25,000-$34,999
15.4
$35,000-$49,999
19.2
$50,000-$74,999
25.3
$75,000-$99,999
13.7
$100,000-$149,999
3.8
$150,000+
2.2
Education Level (percent)
High school graduate, diploma, or the
11.0
equivalent
Some college credit, no degree
17.6
Trade/technical/vocational training
5.5
Associate degree
10.4
Bachelor’s degree
47.3
Master’s degree
7.1
Professional degree
0.5
Doctorate degree
0.5
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Men
(n=87)

Women
(n=95)

21-73
33.85 (11.01)

21-61
36.68(10.35)

100
0

0
100

75.9
9.2
8.0
5.7
1.1

80.0
5.3
10.5
3.2
1.1

62.1
34.5
0
3.4
0

26.3
63.2
1.1
7.4
2.1

26.4
17.2
17.2
24.1
10.3
3.4
1.1

14.7
13.7
21.1
26.3
16.8
4.2
3.2

11.5

10.05

18.4
5.7
9.2
44.8
9.2
0
1.1

16.8
5.3
11.6
49.5
5.3
1.1
0

Caregiver (percent)
Mom
Dad
Grandmother
Grandfather
Step-Mom
Step-Dad
Other

80.8
12.6
1.6
0
1.1
0
3.8
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77.0
17.2
2.3
0
0
0
3.4

84.2
8.4
1.1
0
2.1
0
4.2

Table 2. Descriptive Statistics for Variables of Interest in Men and Women
Variables (Available Range)
Men (n=87)
Women (n=95)
Mean(Standard Mean (Standard
Deviation)
Deviation)
Attachment Styles
Anxious- Avoidance (1.00-7.00)
3.46 (1.28)
3.82(1.56)
Anxious-Ambivalent (1.00-7.00)
3.25 (1.19)
3.42 (1.20)
Mother Helpless- Disorganized Attachment (6-30)
12.17 (5.70)
11.51 (5.46)
Mother and Child-Frightened Disorganized Attachment (6-30)
11.59 (5.56)
11.17 (5.06)
Depression Symptoms
BDI Total (0-63)
Anxiety Symptoms
BAI Total (0-63)
Resilience Score
BRS Total (1-5)
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13.64 (11.93)

18.02 (15.64)

11.61 (13.45)

16.20 (13.68)

3.35 (.98)

2.96 (1.07)

Table 3. Correlations Among Attachment Styles, Depression and Anxiety Symptoms, and
Resilience in Men and Women
7
Variables
1
2
3
4
5
6
-

.30**

.42**

.19

.28**

.23*

-.18

2. Ambivalent Attachment

.45**

-

.58**

.71**

.49**

.56**

-.32**

3. Helpless Attachment

.42**

.64**

-

.73**

.28**

.50**

-.12

4. Frightened Attachment

.42**

.73**

.85**

-

.39**

.58**

-.21*

5. Depression

.37**

.56**

.45**

.43**

-

.74**

-.56**

6. Anxiety

.31**

.71**

.78**

.80**

.58**

7. Resilience

-.31**

-.36**

-.16

-.17

-.64**

1. Avoidant Attachment

-.52**

-.31**
-

Note. * p < .05 ** p < .01 *** p £ .001. Correlations for men are below the diagonal. Correlations for women are
above the diagonal.
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Table 4. Mediational Regression Analyses for Symptoms of Depression in Men
Regression/Variables
t
p
b
Mediator: Participants’ Resilience
Avoidant Attachment and Symptoms of Depression: F (1, 85) = 13.70, p <.001, R2= .14
Avoidant Attachment
.37
3.70
.001***
2
Avoidant Attachment and Resilience: F (1, 85) = 8.71, p < .004, R = .09
Avoidant Attachment
-.31
-2.95
.004**
Resilience and Symptoms of Depression: F (1, 85) = 39.21, p < .001, R2 = . .32
Resilience
-.56
-6.26
.001***
2
Avoidant Attachment, Resilience and Symptoms of Depression: F (2, 84) = 23.66, p <.001, R = .36
Resilience
-.49
-5.40
.001***
Avoidant Attachment
.22
2.42
.02*
2
Ambivalent Attachment and Symptoms of Depression: F (1, 85) = 38.45, p <.001, R = .31
Ambivalent Attachment
.56
6.20
.001***
Ambivalent Attachment and Resilience: F (1, 85) = 12.85, p < .001, R2 = .13
Ambivalent Attachment
-.36
-3.59
.001***
2
Resilience and Symptoms of Depression: F (1, 85) = 39.21, p < .001, R = .32
Resilience
-.56
-6.26
.001***
2
Ambivalent Attachment, Resilience and Symptoms of Depression: F (2, 84) = 35.82, p <.001, R = .46
Resilience
Ambivalent Attachment

-.41
.41

-4.81
4.75

.001***
.001***

Helpless Attachment and Symptoms of Depression: F (1, 85) = 21.01, p <.001, R2= .20
Helpless Attachment
.45
4.58

.001***

Helpless Attachment and Resilience: F (1, 85) = 2.13, p < .15, R2 = .02
Helpless Attachment
-.16
-1.46
.15
2
Resilience and Symptoms of Depression: F (1, 85) = 39.21, p < .001, R = .32
Resilience
-.56
-6.26
.001***
2
Helpless Attachment, Resilience and Symptoms of Depression: F (2, 84) = 33.90, p <.001, R = .45
Resilience
-.51
-6.14
.001***
Helpless Attachment
.37
4.46
.001***
2
Frightened Attachment and Symptoms of Depression: F (1, 85) = 19.08, p <.001, R = .18
Frightened Attachment
.43
4.37
.001***
Frightened Attachment and Resilience: F (1, 85) = 2.57, p < .12, R2 = .03
Frightened Attachment
-.17
2
Resilience and Symptoms of Depression: F (1, 85) = 39.21, p < .001, R = .32
Resilience
-.56
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-1.60

.11

-6.26

.001***

Frightened Attachment, Resilience and Symptoms of Depression: F (2, 84) = 31.58, p <.001, R2= .43
Resilience
-.50
-6.02
.001***
Frightened Attachment
.34
4.09
.001***
Note. * p < .05 ** p < .01 *** p £ .001
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Table 5. Mediational Regression Analyses for Symptoms of Anxiety in Men
Regression/Variables
t
p
b
Mediator: Participants’ Resilience
Avoidant Attachment and Symptoms of Anxiety: F (1, 85) = 8.72, p <.004, R2= .09
Avoidant Attachment
.31
2.95
.004**
2
Avoidant Attachment and Resilience: F (1, 85) = 8.71, p < .004, R = .09
Avoidant Attachment
-.31
-2.95
.004**
Resilience and Symptoms of Anxiety: F (1, 85) = 9.11, p < .003, R2 = .10
Resilience
-.31
-3.02
.003**
2
Avoidant Attachment, Resilience and Symptoms of Anxiety: F (2, 84) = 7.15, p <.001, R = .15
Resilience
-.24
-2.27
.03*
Avoidant Attachment
.23
2.19
.03*
2
Ambivalent Attachment and Symptoms of Anxiety: F (1, 85) = 87.19, p <.001, R = .51
Ambivalent Attachment
.71
9.34 .001***
2
Ambivalent Attachment and Resilience: F (1, 85) = 12.85, p < .001, R = .13
Ambivalent Attachment
-.36
-3.59 .001***
2
Resilience and Symptoms of Anxiety: F (1, 85) = 9.11, p < .003, R = .10
Resilience
-.31
-3.02 .003**
Ambivalent Attachment, Resilience and Symptoms of Anxiety: F (2, 84) = 43.65, p <.001, R2= .51
Resilience
-.06
Ambivalent Attachment
.69
2
Helpless Attachment and Symptoms of Anxiety: F (1, 85) = 128.68, p <.001, R = .60
Helpless Attachment
.45

-.75
8.41

.46
.001***

4.58

.001***

-1.46

.15

Helpless Attachment and Resilience: F (1, 85) = 2.13, p < .15, R2 = .02
Helpless Attachment
Resilience and Symptoms of Anxiety: F (1, 85) = 9.11, p < .003, R2 = .10

-.16

Resilience
-.31
-3.02
Helpless Attachment, Resilience and Symptoms of Anxiety: F (2, 84) = 74.39, p <.001, R2= .64
Resilience
-.20
-2.93
Helpless Attachment
.75
11.24
2
Frightened Attachment and Symptoms of Anxiety: F (1, 85) = 146.82, p <.001, R = .63
Frightened Attachment
.80
12.12
2

.003**
.004**
.001***
.001***

Frightened Attachment and Resilience: F (1, 85) = 2.57, p < .012, R = .03
Frightened Attachment
-.17
-1.60 .11
2
Resilience and Symptoms of Anxiety: F (1, 85) = 9.12, p < .003, R = .10
Resilience
-.31
-3.02 .003**
Frightened Attachment, Resilience and Symptoms of Anxiety: F (2, 84) = 83.31, p <.001, R2= .67
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Resilience
Frightened Attachment

-.18
.77

Note. * p < .05 ** p < .01 *** p £ .001
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-2.81 .006**
11.93 .001***

Table 6. Mediational Regression Analyses for Symptoms of Depression in Women
Regression/Variables
t
p
b
Mediator: Participants’ Resilience
Avoidant Attachment and Symptoms of Depression: F (1, 93) = 7.62, p <.008, R2= .08
Avoidant Attachment
.28
2.76
.008**
2
Avoidant Attachment and Resilience: F (1, 93) = 2.98, p < .09, R = .03
Avoidant Attachment
-.18
-1.73
.09
Resilience and Symptoms of Depression: F (1, 93) = 63.92, p < .001, R2 = .41
Resilience
-.64
-8.0
.001***
2
Avoidant Attachment, Resilience and Symptoms of Depression: F (2, 92) = 35.37, p <.001, R = .44
Resilience
-.61
-7.64
.01***
Avoidant Attachment
.17
2.11
.04*
2
Ambivalent Attachment and Symptoms of Depression: F (1, 93) = 29.58, p <.001, R = .24
Ambivalent Attachment
. 49
5.44
.001***
Ambivalent Attachment and Resilience: F (1, 93) = 10.92, p < .001, R2 = .11
Ambivalent Attachment
-.32
-3.31
.001***
2
Resilience and Symptoms of Depression: F (1, 93) = 63.92, p < .001, R = .41
Resilience
-.64
-8.0
.001***
2
Ambivalent Attachment, Resilience and Symptoms of Depression: F (2, 92) = 45.58, p <.001, R = .50
Resilience
Ambivalent Attachment

-.54
.32

-6.85
4.07

Helpless Attachment and Symptoms of Depression: F (1, 93) = 7.80, p <.007, R2= .08
Helpless Attachment
.28
2.79

.001***
.001***
.006**

Helpless Attachment and Resilience: F (1, 93) = 1.29, p < .26, R2 = .01
Helpless Attachment
-.18
-1.14
.26
Resilience and Symptoms of Depression: F (1, 93) = 63.92, p < .001, R2 = .41
Resilience
-.64
-8.0
.001***
2
Helpless Attachment, Resilience and Symptoms of Depression: F (2, 92) = 37.54, p <.001, R = .45
Resilience
-.65
-7.88
.001***
Helpless Attachment
.21
2.65
.01**
2
Frightened Attachment and Symptoms of Depression: F (1, 93) = 16.80, p <.001, R = .15
Frightened Attachment
.39
4.10
.000***
Frightened Attachment and Resilience: F (1, 93) = 4.20, p < .05, R2 = .04
Frightened Attachment
-.21
2
Resilience and Symptoms of Depression: F (1, 93) = 63.92, p < .001, R = .41
Resilience
-.64
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-2.05

.04*

-8.0

.001***

Frightened Attachment, Resilience and Symptoms of Depression: F (2, 92) = 41.98, p <.001, R2= .48
Resilience
-.58
-7.55
.001***
Frightened Attachment
.27
3.50
.001***
Note. * p < .05 ** p < .01 *** p £ .001
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Table 7. Mediational Regression Analyses for Symptoms of Anxiety in Women
Regression/Variables
t
p
b
Mediator: Participants’ Resilience
Avoidant Attachment and Symptoms of Anxiety: F (1, 93) = 5.21, p <.03, R2= .05
Avoidant Attachment
.23
2.28
.03*
2
Avoidant Attachment and Resilience: F (1, 93) = 2.98, p < .09, R = .03
Avoidant Attachment
-.18
-1.73
.09
Resilience and Symptoms of Anxiety: F (1, 93) = 34.99, p < .001, R2 = .27
Resilience
-.52
-5.92
.001***
2
Avoidant Attachment, Resilience and Symptoms of Anxiety: F (2, 92) = 19.07, p <.001, R = .29
Resilience
-.50
-5.59
.001***
Avoidant Attachment
.14
1.60
.11
2
Ambivalent Attachment and Symptoms of Anxiety: F (1, 93) = 42.82, p <.001, R = .32
Ambivalent Attachment
.56
6.54
.001***
Ambivalent Attachment and Resilience: F (1, 93) = 10.92, p < .001, R2 = .11
Ambivalent Attachment
-.32
-3.31
.001***
2
Resilience and Symptoms of Anxiety: F (1, 93) = 34.99, p < .001, R = .27
Resilience
-.52
-5.92
.001***
2
Ambivalent Attachment, Resilience and Symptoms of Anxiety: F (2, 92) = 36.89, p <.001, R = .45
Resilience
Ambivalent Attachment

-.38
.44

Helpless Attachment and Symptoms of Anxiety: F (1, 93) = 30.59, p <.001, R2= .25
Helpless Attachment
.50

-4.64
5.34

.001***
.001***

5.53

.001***

Helpless Attachment and Resilience: F (1, 93) = 1.29, p < .26, R2 = .01
Helpless Attachment
-.18
-1.14
.26
Resilience and Symptoms of Anxiety: F (1, 93) = 34.99, p < .001, R2 = .27
Resilience
-.52
-5.92
.001***
2
Helpless Attachment, Resilience and Symptoms of Anxiety: F (2, 92) = 40.20, p <.001, R = .47
Resilience
-.44
-6.14
.001***
Helpless Attachment
.44
5.77
.001***
2
Frightened Attachment and Symptoms of Anxiety: F (1, 93) = 46.15, p <.001, R = .33
Frightened Attachment
.58
6.79
.001***
Frightened Attachment and Resilience: F (1, 93) = 4.20, p < .05, R2 = .04
Frightened Attachment
-.21
2
Resilience and Symptoms of Anxiety: F (1, 93) = 34.99, p < .001, R = .27
Resilience
-.52

49

-2.05

.04*

-5.92

.001***

Frightened Attachment, Resilience and Symptoms of Anxiety: F (2, 92) = 46.28, p <.001, R2= .50
Resilience
-.42
-5.60
.001***
Frightened Attachment
.49
6.49
.001***
Note. * p < .05 ** p < .01 *** p £ .001
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Table 8. Hierarchical Regression Analyses for Overall Model Predicting Depression and
Anxiety in Men
Variables
SE
B
b
Depression
Block 1. F (1, 85) = 13.70, p < .001, R2 = .14
Avoidant Attachment
3.48
.94
.37***
2
Block 2. F (2, 84) = 20.75, p < .001, R = .33
Avoidant Attachment
1.45
.93
.16
Ambivalent Attachment
4.90
1.0
.49***
Block 3. F (3, 83) = 14.14, p < .001, R2 = .34
Avoidant Attachment
1.26
.95
.14
Ambivalent Attachment
4.25
1.21
.42***
Helpless-Disorganized Attachment
.24
.25
.12
2
Block 4. F (4, 82) = 10.79, p < .001, R = .35
Avoidant Attachment
1.27
.95
.14
Ambivalent Attachment
4.81
1.35
.48***
Helpless-Disorganized Attachment
.48
.36
.23
Frightened-Disorganized Attachment
-.38
.42
-.17
Block 5. F (5, 81) = 15.42, p < .001, R2 = .49
Anxious Attachment
.44
.87
.05
Ambivalent Attachment
2.91
1.27
.29*
Helpless-Disorganized Attachment
.52
.32
.25
Frightened-Disorganized Attachment
-.19
.37
-.09
Resilience
-5.1
1.07
-.42***
Anxiety
Block 1. F (1, 85) = 8.72, p < .001, R2 = .09
Avoidant Attachment
Block 2. F (2, 84) = 42.11, p < .001, R2 = .51
Avoidant Attachment
Ambivalent Attachment
Block 3. F (3, 83) = 61.27, p < .001, R2 = .69
Avoidant Attachment
Ambivalent Attachment
Helpless-Disorganized Attachment
Block 4. F (4, 82) = 50.18, p < .001, R2 = .71
Avoidant Attachment
Ambivalent Attachment
Helpless-Disorganized Attachment
Frightened-Disorganized Attachment
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3.21

1.09

.31**

-.15
8.11

.90
.97

-.02
.72***

-1.18
4.47
1.34

.74
.93
.19

-.12
.40***
.57***

-1.20
3.35
.86
.76

.71
1.02
.27
.31

-.12
.30***
.37**
.31*

Block 5. F (5, 81) = 43.77, p < .001, R2 = .73
Anxious Attachment
Ambivalent Attachment
Helpless-Disorganized Attachment
Frightened-Disorganized Attachment
Resilience

-1.54
2.55
.88
.84
-2.14

Note. * p < .05 ** p < .01 *** p £ .001
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.71
1.04
.26
.30
.88

-.15*
.23*
.37***
.35**
-.16*

Table 9. Hierarchical Regression Analyses for Overall Model Predicting Depression and
Anxiety in Women
Variables
SE
B
b
Depression
Block 1. F (1, 93) = 7.62, p < .001, R2 = .08
Avoidant Attachment
2.77
1.0
.28**
2
Block 2. F (2, 92) = 16.12, p < .001, R = .26
Avoidant Attachment
1.42
.95
.14
Ambivalent Attachment
5.86
1.23
.45***
Block 3. F (3, 91) = 10.78, p < .001, R2 = .26
Avoidant Attachment
1.60
1.0
.16
Ambivalent Attachment
6.30
1.44
.48***
Helpless-Disorganized Attachment
-.19
.33
-.07
Block 4. F (4, 90) = 8.60, p < .001, R2 = .28
Avoidant Attachment
1.96
1.03
.20
Ambivalent Attachment
5.06
1.71
.39**
Helpless-Disorganized Attachment
-.52
.41
-.18
Frightened-Disorganized Attachment
.65
.49
.21
Block 5. F (5, 89) = 18.87 p < .001, R2 = .52
Anxious Attachment
1.21
.86
.12
Ambivalent Attachment
2.79
1.45
.21
Helpless-Disorganized Attachment
-.21
.34
-.08
Frightened-Disorganized Attachment
.51
.40
.16
Resilience
-7.67
1.16
-.52***
Anxiety
Block 1. F (1, 93) = 5.21, p < .001, R2 = .05
Avoidant Attachment
Block 2. F (2, 92) = 21.60, p < .001, R2 = .32
Avoidant Attachment
Ambivalent Attachment
Block 3. F (3, 91) = 17.06, p < .001, R2 = .36
Avoidant Attachment
Ambivalent Attachment
Helpless-Disorganized Attachment
Block 4. F (4, 90) = 14.30, p < .001, R2 = .39
Avoidant Attachment
Ambivalent Attachment
Helpless-Disorganized Attachment
Frightened-Disorganized Attachment
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2.02

.89

.23*

.60
6.17

.79
1.03

.07
.54***

-.01
4.69
.65

.81
1.18
.27

-.001
.41***
.26*

.44
3.17
.25
.80

.83
1.37
.33
.39

.05
.28*
.10
.30*

Block 5. F (5, 89) = 20.03, p < .001, R2 = .53
Anxious Attachment
Ambivalent Attachment
Helpless-Disorganized Attachment
Frightened-Disorganized Attachment
Resilience

-.07
1.64
.46
.70
-5.16

Note. * p < .05 ** p < .01 *** p £ .001
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.74
1.25
.29
.35
1.0

-.01
.14
.18
.26*
-.40***
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Title of research study: The Mediating Role of Resilience in the Relationship Between
Attachment Style and Symptoms of Anxiety and Depression
Investigators: Kimberly Renk, Ph.D., & Melanie Jurgensen, Honors in the Major Student
Key Information: The following is a short summary of this study to help you decide whether or
not to be a part of this study. More detailed information is listed later on in this form.
Why am I being invited to take part in a research study?
We invite you to take part in a research study because you are 18 years of age or older, you
reside in the United States of America, and you are a fluent English speaker and reader.
Why is this research being done?
The purpose of this study is to find out how people’s attachment styles from their childhood may
be related to their experience of anxiety and depression, particularly when resilience is considered.
It is hypothesized that there will be important relationships among these variables. By
understanding these relationships, greater knowledge will be provided about how resilience can be
used as a protective factor when help is offered to people with difficult childhood attachments
and/or current anxiety and depression.
How long will the research last and what will I need to do?
We expect that you will be in this research study for approximately 10 to 30 minutes dependent
upon participants’ reading skills. You will be asked to complete five brief questionnaires that
will take up to half an hour of your time.
More detailed information about the study procedures can be found under “What happens if I
say yes, I want to be in this research?”
Is there any way being in this study could be bad for me?
The risk to participation are minimal and do not exceed the risks associated with activities found
in daily life. Although there are no anticipated risks that accompany your participation in this
research study, it should be noted that some of the questionnaires that you will complete may bring
up negative or unpleasant experiences from your childhood. Should you have a negative emotional
reaction to any of the material presented, please notify the investigator or the faculty investigator
listed on this form. In addition, you should consider obtaining counseling assistance or
psychological treatment if such help is needed as a result of participation in the study. For help
obtaining such services near you, you may wish to consult your insurance provider or contact your
general practitioner for a referral. In addition, you may visit the American Psychological
Association website at http://locator.apa.org/ to find a psychologist near you. If you are located in
the Central Florida area, you may wish to contact the UCF Psychology Clinic at 407-823-4348. In

addition to these resources, the National Suicide Prevention Lifeline is available 24 hours every
day and can be contacted at 1-800-273-8255. At the end of the survey, a post-information summary
sheet will be provided with all of these resources on it.
Will being in this study help me in any way?
We cannot promise any benefits to you or others from your taking part in this research. However,
possible benefits are that you will learn first-hand what it is like to participate in a research
project and you may learn more about yourself. For example, by completing the questionnaire
packet, you will increase your awareness of how your attachment style with your caregiver may
affect your current emotional and behavioral functioning.
What happens if I do not want to be in this research?
Participation in research is completely voluntary. You can decide to participate or not to
participate.
Detailed Information: The following is more detailed information about this study in addition
to the information listed above.
What should I know about a research study?
• Someone will explain this research study to you.
• Whether or not you take part is up to you.
• You can choose not to take part.
• You can agree to take part and later change your mind.
• Your decision will not be held against you.
• You can ask all the questions you want before you decide.
Who can I talk to?
If you have questions, concerns, or complaints, or think the research has hurt you, talk to
Kimberly Renk, Ph.D., Faculty Supervisor, Department of Psychology, at 407-823-2218 or by
email at Kimberly.Renk@.ucf.edu.
This research has been reviewed and approved by an Institutional Review Board (“IRB”). You
may talk to them at 407-823-2901or irb@ucf.edu if:
•
•
•
•
•

Your questions, concerns, or complaints are not being answered by the research team.
You cannot reach the research team.
You want to talk to someone besides the research team.
You have questions about your rights as a research subject.
You want to get information or provide input about this research.

How many people will be studied?
We expect 182 people will be in this research study.
What happens if I say yes, I want to be in this research?
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As part of this study, you will be asked to complete five brief questionnaires, a few screening
questions and demographic questions that will take up to 30 minutes of your time. Amazon
Mechanical Turk, a crowdsourcing online service, provides a link to these questionnaires so that
you can complete them online. The study questionnaires and the information pertaining to the
study will be provided in the English language. Your responses, as part of this study, will be used
to examine the relationships between attachment styles and symptoms of anxiety and depression.
What happens if I say yes, but I change my mind later?
You can leave the research at any time, and it will not be held against you.
What happens to the information collected for the research?
Efforts will be made to limit the use and disclosure of your personal information, including
research study to people who have a need to review this information. This only includes basic
demographic information. No names and identifying information will be collected. We cannot
promise complete secrecy. Organizations that may inspect and copy your information include the
IRB and other representatives of this organization. You can be assured that we will not be able to
link your identity to your responses, however, as we will not be asking you for your name as part
of this consent process. Upon completion of the online surveys, your responses will be linked
with an identification number only. The investigators will then transfer your survey responses
from the secure online server to an SPSS database that only the investigators will be able to
access via a password protected computer. Your online survey responses then will be deleted
from the secure online server. Thus, your responses will be entirely anonymous.
Thank you for agreeing to participate in our research. Before you begin, please note that the data
you provide may be collected and used by Amazon as per its privacy agreement. This agreement
shall be interpreted according to United States law.
What else do I need to know?
If you agree to take part in this research study, we will pay you $1 for your time and effort. This
is conditional upon answering at least 6 out of the 8 validity questions accurately. Participants
will also be asked to submit a survey code to MTurk given at the end of the survey to ensure
complete participation. At the end of the survey, after you submit the code, there will be a Post
Participation Summary sheet. This sheet will include additional resources that will help if you
experience any distress or have questions while taking this survey. This sheet will include Dr.
Renk’s contact information, the UCF Psychology Clinic phone number and the National Suicide
Prevention Lifeline.
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Demographics
Age: What is your age (as of today)? ____
Sex: Male or Female
Ethnicity:
• White or Caucasian
• Black or African American
• Hispanic or Latino
• Asian or Asian American
• American Indian or Alaska Native
• Native Hawaiian or Other Pacific Islander
• Other
Marital Status: What is your marital status?
• Single, never married
• Married or domestic partnership
• Widowed
• Divorced
• Separated
Socioeconomic Status: What is your estimated yearly total household income?
• Less than $25,000
• $25,000 and $34,999
• $35,000 and $49,999
• $50,000 and $74,999
• $75,000 and $99,999
• $100,000 and $149,999
• $150,000 or more
Education: What is the highest degree or level of school you have completed? If currently
enrolled, highest degree received. (Circle One)
• No schooling completed
• Nursery school to 8th grade
• Some high school, no diploma
• High school graduate, diploma or the equivalent (for example: GED)
• Some college credit, no degree
• Trade/technical/vocational training
• Associate degree
• Bachelor’s degree
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•
•
•

Master’s degree
Professional degree
Doctorate degree

Who was your Primary Caregiver?
• Mom
• Dad
• Grandmother
• Grandfather
• Step-mom
• Step-dad
• Other, please specify: _______
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R-ECR
Think about when you were a child.
Please read each sentence and circle the number to show how much you agree or disagree with
regards to your relationship with your parent during childhood.
1
2
3
4
5
6
7
Disagree Strongly

Neutral/Mixed

Agree Strongly

1. I preferred not to show my parent how I felt deep down
1

2

3

4

5

6

7

5

6

7

5

6

7

5

6

7

5

6

7

5

6

7

6

7

2. When I was away from my parent, I felt anxious and afraid
1

2

3

4

3. I was very uncomfortable being close to my parent
1

2

3

4

4. If I couldn’t get my parent to show interest in me, I got upset or angry
1

2

3

4

5. I found it difficult to depend on my parents
1

2

3

4

6. I worried about being away from my parents
1

2

3

4

7. I needed a lot of reassurance that I was loved by my parent
1

2

3

4

5

8. I worried that my parent didn’t care about me as much as I cared about him/her
1

2

3

4

5

6

7

5

6

7

5

6

7

9. I worried about being abandoned by my parent
1

2

3

4

10. I wasn’t comfortable opening up to my parent
1

2

3

4

11. Just when my parent started getting close to me, I found myself pulling away from them
1

2

3

4

5

6

7

12. I got frustrated when my parent was not around as much as I would have liked
1

2

3

4

5
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6

7

13. I was comfortable sharing my private thoughts and feelings with my parent
1

2

3

4

5

6

7

6

7

14. I got uncomfortable when my parent wanted to be close to me
1

2

3

4

5

15. I wished that my parent’s feelings for me were as strong my feelings for him/her
1

2

3

4

5

6

7

5

6

7

16. I felt comfortable depending on my parent
1

2

3

4

17. I felt really bad about myself when myself when my parent disapproved of me
1

2

3

4

5

6

7

5

6

7

4

5

6

7

4

5

6

7

18. I tried to avoid getting too close to my parent
1

2

3

4

19. I worried a lot about my relationship with my parent
1

2

3

20. I told my parent just about everything
1

2

3

21. Often, I wanted to be really close to my parent and this made my parent feel like backing
away
1

2

3

4

5

6

7

5

6

7

5

6

7

5

6

7

5

6

7

6

7

22. Whenever we got close, I pulled back from my parent
1

2

3

4

23. I resented it when my parent spent time away from me
1

2

3

4

24. I usually discussed my problems and concerns with my parent
1

2

3

4

25. I found it relatively easy to get close to my parent
1

2

3

4

26. Sometimes I tried to force my parent to show that they cared about me
1

2

3

4

5
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27. I didn’t mind asking my parent for comfort, advice, or help
1

2

3

4

5

6

7

5

6

7

5

6

7

28. My desire to be very close sometimes scared people away
1

2

3

4

29. I worried a fair amount about losing my parent
1

2

3

4

30. I turned to my parent for many things, including comfort and reassurance
1

2

3

4

5

6

7

5

6

7

6

7

6

7

5

6

7

5

6

7

5

6

7

31. I preferred not to be too close to my parent
1

2

3

4

32. I got frustrated if my parent was not available when I needed him/her
1

2

3

4

5

33. I was comforted by turning to my parent in times of need
1

2

3

4

5

34. I felt that my parent didn’t want to get as close as I would have liked
1

2

3

4

35. I often didn’t worry about being abandoned
1

2

3

4

36. I got nervous when my parent got very close to me
1

2

3

4
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APPENDIX F: BECK DEPRESSION INVENTORY - II
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Post Participation Information
PROJECT: The Mediating Role of Resilience in the Relationship Between Attachment Style and
Symptoms of Anxiety and Depression.
INVESTIGATORS: Kimberly Renk, Ph.D., & Melanie Jurgensen
Thank you for participating in this research project. This project is being conducted so that we
may find out more about the relationship between attachment styles, symptoms of anxiety and
depression and resilience. As part of your participation, you completed several questionnaires
inquiring about your past relationships with your caregiver, your current symptoms of anxiety
and depression and your current resilience score. The response to these questionnaires will be
used to explore the relationships among the aforementioned variables. In particular, we are
expecting that individuals who have insecure relationships with their caregivers will also
experience symptoms of anxiety and depression. In addition, we are expecting that resilience
score may mediate the relationship between attachment styles and symptoms of anxiety and
depression. We hope that any documented relationships among these variables may inform us
about possible methods of intervention for individuals who are struggling.
If you would like more information about attachment styles, symptoms of anxiety, symptoms of
depression and resilience, please refer to the following sources:
Ainsworth, M. D. S., Blehar, M. C., Waters, E., & Wall, S., (1978). Patterns of attachment: A
psychological study of the Strange Situation. New Jersey: Lawrence Erlbaum Associates,
Publishers.
Atwool, N. (2006). Attachment and resilience: Implications for children in care. Child Care in
Practice, 12, 315-330.
Bender, A., & Ingram, R. (2018). Connecting attachment style to resilience: Contributions of
self-care and self-efficacy. Personality and Individual Differences, 130(1).
Brumariu, L. E., & Kerns, K. A. (2014). Is insecure parent-child attachment a risk factor for the
development of anxiety in childhood or adolescence? Child Developmental Perspectives,
8(1), 12-17.
Lee, A., & Hankin, B. L. (2009). Insecure attachment, dysfunctional attitudes, and low selfesteem predicting prospective symptoms of depression and anxiety during adolescence.
Journal of Clinical Child & Adolescent Psychology, 38(2), 219-231.
Svanberg, P. O. G. (1998). Attachment, resilience, and prevention. Journal of Mental Health,
7(6), 543-578.
If you have any further questions about this research study, please contact Kimberly Renk,
Ph.D., by phone (407-823-2218) or e-mail (Kimberly.Renk@ucf.edu). If you feel that you
would benefit from talking with a counselor about your own childhood experiences or depression
thoughts you might have, you may visit the American Psychological Association website at
http://locator.apa.org/ to find a psychologist near you. Or call the National Suicide Prevention
Lifeline at 1-800-273-8255, who are available 24 hours every day. If you are located in the
Central Florida area, you may wish to contact the UCF Psychology Clinic at 407-823-4348.
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